Noonan's syndrome is an autosomal dominant disorder comprising short stature, congenital heart defects, chest deformities, short webbed neck, and dysmorphic facial appearance. [1] [2] [3] The facial features of the syndrome are ptosis, hypertelorism, epicanthic folds, down slanting palpebral fissures, micrognathia, and low set posteriorly rotated ears. The commonest cardiac abnormality in this condition is pulmonary stenosis, which occurs in 5O0/o of cases but atrial septal defects, ventricular septal defects, and asymmetrical septal hypertrophy have 3 8 DiGeorge syndrome is a congenital anomaly consisting of aplasia or hypoplasia of the thymus and parathyroid glands, outflow tract defects of the heart, and dysmorphic facies.9 The heart defects most frequently found are interrupted aortic arch type B, truncus arteriosus, and Fallot's tetralogy.'0 The dysmorphic facial features are hypertelorism, short palpebral fissures, small mouth, short philtrum, micrognathia and low set, posteriorly rotated ears. Recent work has shown that the majority of patients with DiGeorge syndrome have a deletion within chromosome 22ql 1. 12 The clinical features of Noonan's and DiGeorge syndromes are relatively distinct and there have been no previous reports of these syndromes occurnng together.
We now describe a child with a molecular deletion of chromosome 22ql 1 who had features of both Noonan's syndrome and DiGeorge syndrome (table 1) .
Case report
The proband was the third offspring ofunrelated white parents. Their first child was a girl who was stillborn at 30 weeks' gestation with a retroplacental haemorrhage; the second child was a healthy boy. The proband was delivered at 36 weeks' gestation weighing 2320 g. Bilateral undescended testes were noted at birth. He became jittery on day 6 and was found to have a serum calcium concentration of 1-28 mmolll (normal range 2 20-2-65 mmol/l). This was treated with oral calcium supplementation and alpha-l-calciferol. The alpha-l-calciferol was discontinued after one month but his oral calcium supplementation was continued to maintain normal calcium concentrations. At 4 weeks of age he was found to have a low percentage of T lymphocytes with total number of CD3 lymphocytes of 8%, CD4 4%, and CD8 2%. They were repeated at 4 months and the total T lymphocyte count was low but had increased to CD3 35%, CD4 300/o, CD8 90/o. T lymphocyte numbers at 2 5 and 6 years of age had further increased but were still below the normal range. In vitro responses to phytohaemagglutinin were normal from 4 months of age. He had one episode of oral candidiasis but has not had severe or recurrent infections.
A murmur was heard in the neonatal period and echocardiography demonstrated a patent ductus arteriosus and a patent foramen ovale. Echocardiography was repeated at 3 years of age and the ductus arteriosus and foramen ovale were no longer patent but a mild degree of pulmonary valve stenosis was found. 
